difficulty, but the patient died forty-eight hours afterwards. Post mortem, three perforations were found in the side of the cesophagus close to the foreign body.
I show these foreign bodies and skiagrams in order to help in establishing the rule that at the present moment when endoscopes are so numerous, and there are so many experts to use them, it is unjustifiable to attempt the removal of foreign bodies in the air or food passages by blind instrumentation.
(llarc7h 2, 1917.) Pin in Bronchiole of Posterior Lobe of Right Lung.
By HUNTER TOD, F.R.C.S.
(Read by Mr. NORMAN PATTERSON.) GIRL, aged 12, admitted to the London Hospital on November 29,, 1916 . The mother stated that on the previous evening she fell off a chair whilst holding a long pin between her teeth. The girl complained of no symptoms, buit as her mother could not find the pin she brought the child to the hospital to be X-rayed.
The pin appeared to be low down in the right bronchus with the head lying downwards. On the day of admission I passed a bronchoscope (medium size) along the right bronchus until it could be pushed down no further; the distance measuring 131 in. from the teeth. A good view of the openings into the bronchioles could be obtained, but the pin could not be seen.
Two days later another attempt was made under the guidance of an X-ray screen. A photograph was taken when the bronchoscope had been inserted at a distance of 10 in. from the teeth. It shows it to be in the right position, althofigh some way from the pin.
A third attempt was made a week later (December 8) also under the guidance of an X-ray screen. When the patient was lying on her back it seemed as if the bronchoscope had almost reached the pin, and that a pair of forceps passed along it would pass over the pin; but on turning the patient on her side it was found that the bronchoscope and forceps were well in front of the pin. It seems, therefore, that the pin is situated in the lower posterior bronchiole.
The patient suffered no inconvenience as a result of these examinations. She was kept in the hospital until January 12, over five weeks after the last examination.
An X-ray photograph, taken two days ago, shows the present position of the pin, which does not seem to have moved. The patient is still in the best of health and has no cough nor expectoration.
The points on which I would like the opinion of members of the Section are the following:-
(1) Should a further attempt be made to extract the pin through the bronchoscope or should it be left in situ?
(2) Is there more danger in leaving it in situ and risking an abscess of the lung than in making further attempts at extraction ? (3) Is this a case for surgical interference and for direct removal of the pin from the lung by an intrathoracic operation ?
My own opinion is that nothing further should be done because as the patient is still in the best of health it is probable that the pin has become encysted and may give rise to no further trouble.
The surgical view that foreign bodies in the lung always lead to an abscess is not necessarily correct, because if a patient keeps well in spite of having inhaled a foreign body, unless the fact is known and the case is X-rayed, as in this particular case, such a condition may never be suspected. DISCUSSION 
Discussion on Removal of Foretqn Bodies
Jackson, in his latest book on " Per-oral Endoscopy," refers to a few exceptional cases of failure which he has had, as beyond the limitations of bronchoscopy, and they were foreign bodies in a lower lobe bronchus, and out of reach. He considers that in such cases, if the foreign body is not extracted, an abscess always forms, sooner or later, and he records a case in which a pearl collar button remained in the left bronchus for twenty-six years before abscess formation occurred.
Mr. NORMAN PATTERSON: I think the pin in Mr. Tod's case might be got at by doing a tracheotomy, and carrying out inferior bronchoscopy.
Dr. D. R. PATERSON (Cardiff): I agree with Mr. Norman Patterson as to the advantage of tracheotomy in these cases, because it enables one to get nearer the foreign body, and a larger tube can be used. For a really good search in the lower parts of the bronchus, tracheotomy gives great advantages. I have adopted it twice in cases of very small children. In one case I found removal to be impossible through the larynx, but after doing tracheotomy it was manipulated without the slightest difficulty.
The PRESIDENT: Has strapping the child to a board, and more or less inverting it, been tried ? It could not do any harm.
Sir STCLAIR THOMSON: These are most interesting cases, and there are many lessons to be drawn from them. One would like to study the histories in detail. One lesson is the use of suction, which would be very useful in cases of bodies impacted in a secondary bronchus. The air behind it is absorbed, and in getting it out there is the negative pressure on the opposite side. A foreign body seems to slip out of our forceps, and in some cases we think it catches at the end of the bronchoscope or cesophagoscope: yet we know that if we go at it again and remove the whole en masse, we are much more successful. So now, when I feel I have seized the foreign body, I remove the whole thing en bloc, and in doing so, I think the suction made by withdrawing the tube helps us very much. I had a case in which I saw a pin projecting from a secondary bronchus. I got hold of it; there was a gush of mucus and I lost sight of it. I let go, and withdrew the tube, which was full of mucus. I wiped it, and went in again, but there was no pin to be found! I took out the tube to have a rest, and when I turned up the lights the pin was seen on the floor. It had come out with the first gush of mucus. We know that to break up peas in the lung is a deadly proceeding. With regard to Mr. Tod's case, has anyone used the electro-magnet for such a case ? I have seen surgeons use it, and they said their object was to get the pin simply to shift its position. This might help to get the pin from the secondary bronchus to the primary bronchus.
Dr. W. HILL: Iglauer has used the electro-magnet, and found it useful for metallic foreign bodies which were non-impacted, but when they were impacted it did not shift them. So in America it fell into disrepute on account of failure in just those cases where it was required. With regard to the method of suction, I have shown a piece of chestnut, a portion of which' was just projecting from a secondary bronchus. I could touch it with a sharp hook, but it would not come out. The patient was aged 13 months. I deliberately applied suction. I passed a glass tube down through the bronchoscope and connected the tube with a suction bottle. I got the piece out by this means, but on looking again into the bronchoscope I saw a second piece, which had dropped off the tube. At that moment the child gave an inspiration, and the second piece of chestnut disappeared from the endoscope, and went down the right bronchus. On following it up without cocainization, there was a spasm and cough, and the piece was ejected against my spectacles. With regard to Mr. Tod's case, I suppose most of us will advise him to leave it alone, but I do not know whether it is good advice. If the patient gets bronchiectasis, it should be more easy to find.
Mr. TILLEY (in reply): In answer to Dr. Paterson, I removed the safetypins through Mosher's tube, with a distal light. In all endoscopic work I prefer distal illumination to the proximal light afforded by Briinings's instrument.
Mr. H. J. BANKS DAvis: Three or four years ago, it occurred to me that using stch an instrument as a magnet might enable one to remove these pins and needles. Several attempts to magnetize the fine gripping forceps were made for me by an electrical engineer, but, owing to the length of the instrument, it was found not possible to magnetize the tip-which after all is the most important part-but I do not see why this difficulty should not be overcome.
Dr. KELSON: With regard to blind instrumentation, an interesting case has just left the hospital. It was that of a man who, just before Christmas, had been eating nuts, when a piece of one stuck in his throat. He stated that on the following day vigorous and painful instrumentation was used with a probang. On the next day he had a swelling in the neck, and eight days later he came to hospital with a big brawny swelling on the left side, and the left arytenoid and left ventricular band were much swollen. Nothing could be seen of the foreign body, though he was watched for a few days, and X-ray search made. I made an exploratory incision into his neck, and let out a lot of foetid pus, and bare cartilage could be felt. The wound continued to discharge for some time, but after opening one or two other abscesses, it has now cleared up.
